Discussion.-The PRESIDENT said that he had known a case in which cortical necrosis of the kidneys in pregnancy had led to the death of a patient who had been successfully treated with lead for intestinal sarcoma a few years previously. Previous to pregnancy, no sign of lead-nephritis had been noted, but no doubt the kidney had been damaged. The condition was not associated with eclamptic phenomena.
Mr. CLIFFORD WHITE said that in 1919 he had read a short paper before the Section on two cases of puerperal anuria in which the renal capsule was incised and portions of the kidney substance removed for examination.' He regarded these cases as being in the early stages of what was called cortical necrosis in the post-mortem room. The clinical history of both was very similar to the clinical history in the present case. Briefly, the histories were: The first case was in a primigravida, twenty-four weeks pregnant, with intrapartum eclampsia, and grossly cedematous all over. She was delivered by Cesarian section, the convulsions immediately ceasing and consciousness being regained in two hours. For the following nine days she had almost complete anuria, only passing about 2 oz. of urine a day. There were no symptoms of ursemia. On the ninth day he (the speaker) had exposed the kidney through the loin and incised the capsule. During the next eight, hours the patient passed 6 oz. of urine per urethram, besides what escaped through the drain in the loin. The next day 38 oz. were passed containing a quantity of leucocytic casts. The patient rapidly made a complete recovery.
In the second case recorded, the patient was in the sixth month of her second pregnancy. She was delivered by induction of labour because of severe albuminuria and generalized cedema. After delivery, the cedema increased and she never passed more than 9i oz. of urine in each twenty-four hours. The kidney capsule was incised; she passed 20 oz. the next day and rapidly recovered. Small portions of the kidney substance were removed at the operation, and sections showed marked dilatation of the renal tubules, which was shown in the illustration of his (the speaker's) original article in 1919.
In 1927, Mr. Arthur Crook had read a communication on a case of necrosis of the kidney in which the kidney was incised on the fifth day and the patient recovered.2 In the discussion on that paper, he (the speaker) had put on record a case, under the care of Mr. Miles Phillips,.
which appeared to be clinically a typical case of cortical necrosis of the kidney. Only four drams of urine were passed in twenty-four hours. On the fourth day the capsule of the kidney was split longitudinally. Forty-eight hours after the operation the patient was passing four pints of urine daily, and she made a perfect recovery.
Cases of puerperal anuria were so rare that it was doubtful if anyone's personal experience would extend to more than two or three, and he (Mr. White) therefore wished to draw attention to the fact that in these four cases the patients had recovered after incision of the kidney capsule. All four were clinically similar in every way to recorded cases in which, after death, the patients were proved to have been suffering from cortical necrosis. He therefore suggested that in cases of puerperal anuria it would be better to incise the capsule of the kidney within the first day or so of the anuria, and allow the kidney substance to bulge through the incision and relieve tension inside the capsule, than to wait until cortical necrosis supervened. THE specimen is the result of a Cesarean hysterectomy performed on account of concealed accidental haemorrhage. Briefly, the clinical history is that the patient was a primigravida aged 42. At the sixteenth week of her pregnancy, Mr. L. C. Rivett removed two large fibroids. At the thirty-second week the patient complained of severe abdominal pain and slight loss of blood. On admission to hospital she was found to be shocked and suffering from concealed haemorrhage. There were no signs of toxamia except that the urine had a heavy cloud of albumin. The blood-pressure was 140/90. Conservative measures were adopted and the shock was treated. Owing to the failure of this line of therapy to arrest the internal bleeding, operation was decided upon. On opening the uterus, the placenta was found already separated by a large retroplacental clot. A macerated fcetus was removed. Owing to the inability to control the uterine bleeding, hysterectomy was performed. The patient made an uninterrupted recovery.
Pathological description.-On examination of the gross specimen there will be seen a fibroid at the level of the internal os, and other seedling fibroids. On the cut surface there are large areas of hLemorrhage which contribute to the unusual thickness of the uterine wall. Beneath the peritoneal surface also there is h3morrhage.
Mimcoscopical appearances.-The usual stains were employed, including one for fat. No fatty degeneration or focal necrosis of the muscle is present. As a control, a small piece of uterine wall, removed at the time of a Caesarean section for disproportion, has been used. There is much cedema separating the muscle-bundles and -this becomes less the nearer one approaches the decidua. One interesting feature is the marked vacuolation of the muscle-fibres just beneath the peritoneum. That this is not due to fat has been proved. As an alternative one might suggest that this was due to glycogen. This is only a tentative suggestion as no examination for'glycogen has been made. Intra-and inter-fascicular hbmorrhage is obvious, but a point of interest is that it is practically localized to the outer half of the uterine wall and is almost entirely absent from that part of the wall beneath the decidua. There is swelling of the endothelial cells of the blood-vessels but leucocytic infiltration is not excessive. Microscopic examination also reveals another difference from the normal, namely, the marked decidual reaction beneath the peritoneum. There appear to be a series of decidual buds which are absent in the section from the normal uterus.
When the muscle-fibres are counted per mm. of field it is found that the number in the outer zone of the uterine wall is on an average 18-01, whereas in the inner zone the number is 30-05, a figure which approximates to that which one finds in a normal uterus at term. This disparity is to be expected, owing to the vast amount of heemorrhage found in the outer half of the uterus in this specimen. Summarizing the findings in this case, one is impressed with what appears to be a definite demarcation of the uterine wall into an outer half which is grossly pathological, and an inner half which seems to be normal, the former revealing massive inter-and intra-fascicular hbemorrhage of the muscle, vacuolation of the muscle and a decidual reaction, in contradistinction to the latter, which is conspicuous by the absence of any gross pathological changes. I must express my thanks to Mr. Rivett for allowing me to show this specimen.
Di8cu8sion.-The PRESIDENT said that Mr. Nixon had statea that there was "no toxemia " in his case, but as there was albuminuria and the blood-pressure was raised, he (the President) thought that there must have been some toxsemia, and that this was due to the degenerated fibromyomata which had been removed.
Mr. L. C. RIVETT said that the fibroids removed were markedly degenerated to a fluid degree and he did not think they were infected.
